The foot is held plantar-flexed and everted, and the position checked by X-ray. The posterior aspect of the talus is now exposed by vertical incision lateral to the tendo achillis ( fig. 2) .
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The foot is held plantar-flexed and everted, and the position checked by X-ray. The posterior aspect of the talus is now exposed by vertical incision lateral to the tendo achillis ( fig. 2) .
The point of a Hey-Groves director is applied to the medial side of the head of the talus, and a guide wire introduced immediately above the ridge separating the ankle from the subtalar joint. The guide is introduced 4X/2 cm. and a check X-ray taken.
The guide wire is now withdrawn and the track enlarged with drills until the graft can be hammered home. The graft lies above and parallel to the subtalar joint and in the long axis of the bone (fig. 3 ). The wound is now closed and the foot can be safely dorsiflexed to a right angle. If is plastered in this position.
The anatomical and functional results in three cases have been excellent, and at five months there is no evidence of avascular necrosis of the body of the talus (fig. 4 ).
The' Treatment of Bone Tuberculosis in Relation to Multiple Tuberculous Lesions By M. C. WILKNSON, M.B. MULTIPLICITY of tuberculous lesions undoubtedly makes the prognosis of tuberculosis worse: in this respect associated lesions in the skeleton are of only slight consequence, associated lesions in the venito-urinary tract are of more significance, and associated pulmonary tuberculous lesions may be the most grave. Nevertheless complete recovery can occur in spite of multiple lesions.
In discussing tuberculous lesions associated with bone tuberculosis I would distinguish between tuberculosis of the lymphatic glands, which I believe exercise a barrier effect against invasion of the blood-stream, and haematogenous tuberculous foci. The two types do not usually exist together. If there is a heavy glandular infection this is evidence of good resistance of the lymphatic tissues; if there are multiple haematogenous lesions, I think that the lymphatic tissues at the portal of entry have been inadequate. Similarly a good relative lymphocytosis is evidence of activity of the lymphatic defence and is of good prognostic import. As the lymphatic tissues reach their peak of activity during childhood, and wane gradually after adolescence,, it is not surprising to find that. the majority of childhood lesions are in the lymphatic glands, that skeletal lesions occur only in a minority of infected children, that multiple lesions tend to occur more frequently after adolescence, and that the incidence of multiple lesions increases as age advances. As a corollary it follows that when a patient has both a skeletal lesion and associated gross tuberculous lymphadenitis the prognosis for the skeletal lesion is usually very good, as the patient's resistance is high. With regard to associated lesions other than in the lymphatic svstem, the incidence in a series of 340 cases of skeletal tuberculosis was 25-3%. Nevertheless this must be a gross understatement of the incidence of such lesions as with improved methods of diagnosis it is easier to detect silent lesions, often present, and previously only suspected. The wide distribution in the body of hiematogenous tuberculous lesions, both those that are clinically evident and those that are silent, make it important to adopt any form of treatment which by raising the patient's resistance will have a general effect. The value of constitutional treatment in this respect is recognized. The effect of operation on raising resistance should also be considered.
I have formed an impression that benefit is gained in many cases by operation and that such benefit is not only local but general. Operation might raise resistance either by removing a source of tuberculous toxaemia, or by liberating into the tissues tuberculous inflammatory products which might act as specific antigens. Such a process might account for the beneficial effect of laparotomy in tuberculous peritonitis. Two observations may be quoted in favour of there being some benefit due to auto-inoculation. The first is the marked improvement in the general condition which may follow operation on tuberculous bone. This observation has been noted by others, notably Lavalle and McCrae Aitken. Certainly it has been confirmed in my experience. The effect may follow simple osteotomy through tuberculous bone without the removal of any tuberculous tissue. The second observation is the poor result which so frequently follows treatment of a tuberculous joint by amputation of the limb. Of 10 cases which had had an amputation only 3 remained permanently well. 3 died and 4 developed tuberculous lesions in other parts of the body. I therefore examined the records of 129 patients admitted to Black Notley during the past ten years; these patients had skeletal tuberculosis complicated by associated tuberculous lesions, either in other parts of the skeleton, in the lungs, the genitourinary system or the salpinges. These patients were divided into two groups, one of 49 cases who had had any operation into tuberculous tissue from which an autoinoculation effect might have been obtained, and the other of 80 cases who had had no such operation. In assessing the results it appeared that some of the patients in the non-operated group might have been patients who were too advanced for operation and that this would spoil the two groups for the purpose of comparison. Therefore I subdivided the cases in both operated and non-operated groups into cases of moderate severitv and marked severity, and the results into three groups, good, moderate and poor.
It was found that the percentage of cases of those who did well was quite high in both groups, 73.5% in the operated group and 66-3% in the nonoperated group. This would be expected in any series of tuberculous patients treated thoroughly by constitutional measures and splintage. In the operated group 14-3% had moderate results, in the non-operated group 8-7%; there were poor results in 8-2%
of the operated group and in 755% of the non-operated. Deaths in the operated group were 4%, in the non-operated 17-5%. Yet the percentage of cases of marked severity in the operated group was 28-5%, in the non-operated group 17*5%. So that the operated group was not a favoured group: yet the results were better in this group. Though these figures may not be statistically significant they do tend to support the other evidence. It appears that especially in the desperate cases operation may carry benefit. There is no valid reason for withholding operation from patients with multiple tuberculous lesions, and their prognosis is better with operation than without. There is reason to believe that this may be due to an auto-inoculation effect.
No patient developed a permanent sinus following operation. Operation should not be done until a fair degree of resistance has been established, or miliary tuberculosis mi-ay supervene.
The Treatment of the Uncorrected Clubfoot in Childhood By J. S. BATCHELOR, F.R.C.S. I PROPOSE to describe a method of treatment that I have found useful for uncorrected, or imperfectly corrected, clubfeet in young school children; that is, in children from the age of 5 years to 10 or 12, when they are old enough to have a formal arthrodesis done if this should be necessary. I have been much impressed by the disability that the uncorrected clubfoot produces in children in this age-group, for many of them are greatly handicapped in walking and have considerable difficulty with footwear. Moreover, they are frequently subjected to repeated manipulations, wrenchings and plaster immobilization of their deformed feet.
The results of this conservative treatment cannot be considered satisfactory. Manipulative trauma tends to produce a vicious circle of false correction, increasing fibrosis
